Massie, I965) and the term Wolff-Parkinson- White syndrome (Wolff, Parkinson, and White, I930) may then be used correctly. Paroxysmal tachycardia and an otherwise normal heart were essential features of the syndrome described by Wolff, Parkinson, and White, and the term should therefore not be used as an alternative name for ventricular pre-excitation when it is accompanied by neither of these features. The paroxysmal tachycardia when it occurs is usually a rapid, regular supraventricular tachycardia; much less frequently it is atrial flutter or fibrillation (Newman, Donoso, and Friedberg, I966) .
Although the majority of patients with ventricular pre-excitation have otherwise normal hearts, it has a well-recognized association with congenital heart disease, especially Ebstein's anomaly of the tricuspid valve, with cardiomyopathy, and with other cardiac disorders. Such patients may have to undergo diagnostic cardiac catheterization, and it may be anticipated that those with a history of paroxysmal tachycardia will develop a dysrhythmia during the procedure.
In those with ventricular pre-excitation and heart disease requiring cardiac catheterization, the opportunity may be taken to determine the mechanism of the dysrhythmia, to record We have catheterized 5 patients with ventricular pre-excitation and suspected congenital heart disease or cardiomyopathy (Table) . Three had no history of paroxysmal tachycardia; of these, 2 had Ebstein's anomaly and the other a small ventricular septal defect. All 3 had type B (presumed right ventricular) pre-excitation. In the patient with a ventricular septal defect the procedure was uneventful and no tachycardia occurred. Paroxysmal tachycardia occurred during cardiac catheterization in both patients with Ebstein's anomaly. One (Case i) was catheterized in I953 and I959. On each occasion the procedure was abandoned because of prolonged supraventricular tachycardia unresponsive to carotid sinus pressure, but eventually settling spontaneously after several hours. At that time we were neither aware of the nature of the dysrhythmia nor of the method of terminating it. On the first occasion the onset of the dysrhythmia was not recorded, but on the second occasion it was. The dysrhythmia began immediately after the compensatory pause after a ventricular ectopic beat and was clearly a reciprocating atrial tachycardia. On the first occasion the catheter tip was in the right ventricle; on the second it was in the right atrium. The other patient (Case 2) developed tachycardia during angiocardiography. The dysrhythmia followed an atrial Nature of reciprocal atrial tachycardia Granted that a bypass mechanism accounts for ventricular pre-excitation, then a pathway exists for re-entry of the excitation wave into the atrium. Antegrade conduction from atrium to ventricle may be by the normal pathway (AV node and bundle of His) and re-entry by the bypass fibres or, less commonly, vice versa. Such a reciprocal rhythm, the so-called atrial or reversed reciprocating tachycardia, has been recognized infrequently in patients with pre-excitation from recordings of spontaneous episodes of tachycardia (Wolff, I954; Our findings add support to the suggestion that the usual mechanism of dysrhythmia in patients with ventricular pre-excitation is an atrial reciprocating tachycardia.
Venables (1970) describes his experiences with 26 infants in a little less than 3 years. At the end of this study, I7 children survived. Of 7 early deaths, one appeared due to inadequate mixing of blood through the atrial septal defect. Four atrial perforations were noted. One perforation was discovered at postmortem examination in a baby who was moribund from diffuse pulmonary haemorrhage when catheterization was begun. Two perforations occurred before the septostomy was actually attempted. Blalock-Hanlon procedures were performed in both children. One survived and the other died of complications related to the surgical procedures. A fourth perforation, of the left atrial appendage, was associated with manipulation of the balloon catheter in the left atrium after performance of septostomy. Cardiac arrest occurred but the infant was resuscitated. Thoracotomy was not required, and this infant is still alive. Four children of the ii followed for at least six months required a second septostomy. One child sustained a cerebral venous thrombosis.
